
 Virginia Perinatal Hepatitis B Prevention Program 
Mother Information Form 

 
Case No. _______     NEDDS#: ___________ 

Mother Information: 
 
Name: ______________________________________________________________     
                Last                                                     First                                 Middle 
Social Security Number: _______/_______/________ 
 
Address: ___________________________________________________Phone #: _______________ 
 
               _________________________________________________ 
 
City/County of Residence: _________________________________ 
 
Date of Birth: ______/______/______ Estimated Date of Delivery: ______/______/______ 
                          Month       Day        Year                                                             Month       Day       Year 
 
Race (circle):   White      Black      Hispanic      Asian      Asian Code: _____  Other     
 
Asian Codes: 1-Chinese; 2-Japanese; 3-Korean; 4-Vietnamese; 5-Hmong; 6-Laotian; 7-Thai; 8-Taiwanese;  
9-Indian sub-continent; 10-Other API  
 
Birth Country: _______________________________________ 
 

Physician’s Name and Address Where Prenatal Care is Being Received:
 

Name: _____________________________________________________________ 
 
Address: ___________________________________________________________ 
 
               _______________________________________________Phone: _________________ 

Delivery Hospital: 
 
              Name: ____________________________________________________________ 
 
              Address: ____________________________________________________________ 
 
                             ______________________________________________Phone: _________________ 
 

Name and Address of Physician Who Will Provide Care to Infant After Hospital Discharge: 
 

Name: _____________________________________________________________ 
 
Address: ___________________________________________________________ 
 
               __________________________________________Phone: _________________ 

Form completed by: (Please Print) PLEASE RETURN FORM TO: 
     Marie Krauss, VPHBP Program Manager 

Name: ________________________________________   Virginia Dept of Health 
       Division of Immunization 

Phone #: _______________________________   P.O. Box 2448 - Room 314-West 
        Richmond, Virginia 23219 
 12/07    Phone: 1-800-568-1929; Fax: (804) 864-8089 


